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Abstract 
The present study examined the if depressive symptoms  predict quality of life in a nonclinical population in students in high 
school in Eskisehir Turkey. Depressive symptoms were measured using the Depression Scale BDI (Beck, 1961 ) and life quality 
was measured using of the Pediatric Quality Of Life Questionnaire PedsQL was developed by Varni and et all. (1999).
Data were evaluated through frequencies, percentages, corellations and regression. Linear regresion analysis 
(stepwise) was usedfor data analysis As a result of the present study, overall quality of life scores significantly  predict 
depresion scale scores . 
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1. Introduction 
Depression in youth is a significant problem. Approxiametly 2-5% of adolescents meet diagnostic criteria for 
major depression at a given point in time, with around 10% experiencing a depressive disorder by age 16 (Costello, 
Mustillo, Erkanli, Keler and Angold, 2003). The impact of adolescent depression on the individual and society  is far 
reaching as depression in youth has been found to significantly increase in the risk of major depression and anxiety 
disorders, social dysfunction, nicotine dependence and abuse, educational underachievement, unemployment, early 
parenthood, sucide attempts and completed suicide (Fergusson and Woodward, 2002). Depression is a key problem 
in terms of both society and mental health knowing no cultural bounds. Reasons given for this are that it has a wide 
prevalence and carries a high suicide risk, affects quality of life negatively  and as a result, contributes to medical, 
psychosocial and family problems (Larun, Nordheim, Ekeland, Hagen, and Heian, 2006). It has been estimated that 
between  5% and 25% of the population will experience depression at some point in their life, and up to 15% of 
severely depressed individuals will commit suicide (Gotlib and Hammen, 2002).These inescapable facts are 
especially true for young people because depression rises dramatically with the transition from childhood through 
adolescence and then remains at high prevalence levels throughout much of adulthood. For example, a 10-year 
prospective longitudinal study showed that rates of depression rise six fold during adolescence (Hankin et al., 1998), 
approximately 2% of 13 year olds are depressed, and these rates sky rocket to 17% at age 18 (Angold et al., 2002; 
Hankin et al., 1998;Lewinsohn et al., 1994). In addition, sex differences in depression begin to emerge and expand 
throughout this time. Many recent models of depression have emphasized the importance of  interpersonal skills and 
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competence in understanding the etiology and treatment of this disorder. For example, Lewinshon (1974) has 
suggested that as a function of social skills deficits, individuals obtain only low levels of reinforcement and thus 
become likely to experience depressive symptomatology. Other clinical researchers have suggested that failure to 
control effectively one's interpersonal environment also may result in depression (Coyne, Aldwin, & Lazarus, 1981; 
McLean, 1976). Of more recent interest in this area are studies that have investigated depression associated deficits 
in interpersonal or social problem solving. Social problem solving refers to the process by which people identify or 
discover effective means of coping with problematic situations encountered in real life. It also is considered a 
general coping strategy whose goal is the   discovery of a wide range of effective behaviors and  thus, contributes to 
the facilitation and maintenance of general social competence (D'Zurilla & Nezu, 1982), with specific regard to 
depression, studies have indicated that depressed individuals evidence deficits in their ability to resolve effectively 
interpersonal and social problems. It was assessed gender differences in levels of risk factors available in the data set 
including weight status (BMI), physical activity, social support, and smoking. Our previous studies (J. Block et 
al.,1991; Cjerde et al., 1988) examined depressive mood during adolescence, a period when depressive symptoms 
may emerge in response to increasing, yet perhaps transitional stresses and other age-related attributes. Depressive 
symptoms in young adults, as examined in this research, may be more firmly embedded in an enduring personality 
structure and therefore more likely to show precursors. Little research so far has examined the impact of depressive 
symptoms on the level of functioning and well being. The cooccurrence of depression and chronic diseases 
complicates assessment (Bisschop and et all., 2004 and Rudisch, 2003  ) and negatively impacts quality of life. In 
review studies, researchers reported that sense of coherence is strongly and negatively associated with fatigue, 
loneliness, anxiety, anger, burnout, demoralization, hostility, hopelessness, depression, perceived stressors, and post-
traumatic stress disorder (Kuuppelomaki and Utriainen, 2003; Eriksson, Lindström and Lija, 2007). Similarly, it was 
found is important in increasing the quality of life of individuals with mental (e.g., schizophrenia) and physical (e.g., 
coronary heart disease) illnesses which also implies the presence of some adaptive way of coping with the source of
stress (Eriksson & Lindström, 2007). In one study (Kravetz, Drory, and Florian, 1993), a considerable overlap 
between sense of coherence and negative affectivity was reported. The relationship between sense of coherence and 
positive health behaviors was also supported by the research (Frenz, Carey, and Jorgensen, 1993).
1.1 The aim of the study 
     The aim of this study is to examine   if there is a significant relationship between depresion and quality of life 
and if depresion (defect on performans, somatic diseas, negative emotions by themselves and feeling quilty)  
significantly predict the quality of life (physical health and psychosocial health). 
2. Method 
2.1.Setting 
   Eskisehir is a semirural province situated in the western part of Turkey, with a population of about 705,000. The 
socio economic level of the city is average compared with other cities of the country. There are significant 
disparities in the socioeconomic characteristics of the quarters of the city. The city includes 2 universities and has a 
cosmopolitan structure.  
2.2Sampling 
    All 344  students surveyed were interviewed face to  face between September and  October 2009 for the present 
study. 273 of the sampling were girls and 71 of sampling were boys. The dates on which the study would be 
conducted were determined in cooperation with school counselors and teachers. They had been previously informed 
by the researchers about the aim of the study, filling in the questionnaire, and inventory. Due to the questionnaire 
being rather long, the survey being conducted on a general population, and there being a possibility that some 
students in the schools would not comprehend the questions, the researchers were on hand to explain any questions 
that the respondents found incomprehensible. Five high schools situated in the city, each having approximately 
equal populations of students, were determined as the sample population. Our objective was to contact the entire 
population of subjects in the a forementioned places. Criteria for inclusion in the study were having the ability to 
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complete the questionnaire and an education level of high school, working on the presumption that this would 
ensure that all participants had a basic knowledge level of depression,a basic level of maturity with regard to 
answering depression related questions, or the ability to communicate with one another. The sample was 
representative of the total adolescence population. 
2.3.Instruments 
2.3.1.Beck Depression Inventory 
The questionnaire included information regarding the students’ age, gender, department in the university. 
Depression was measured with a Turkish version of the Beck Depression Inventory (BDI) which consisted of 21 
items( Beck, 1961). Adolescents were asked to choose 1 sentence from a group of 3 that best described their feelings 
within the past 2 weeks. High scores from the items indicated a higher incidence of depressive symptoms. The BDI, 
used as a screening test in this survey, was developed by Beck et al,(1961) and later modified by Hisli,(1998) to suit 
the Turkish culture and norms. The inventory has been widely used in various studies in Turkey, and it has been 
accepted that the Turkish version of the scale has sufficient reliability and criterion related validity, including use 
with school students. The inventory was then pretested on a sample of 150 participants from different sub 
populations of the high school students. The alpha coefficient for the internal consistency reliability of the items was 
found to be .87 for items concerning depression in the present study (Savasir and Sahin,1997). The completed scales 
were checked for consistency and completeness. Items were marked using the options ‘‘0,’’ ‘‘1,’’ and ‘‘2.’’ 
Responses to all the items were also converted to a percentage indicating the proportion of responses. The BDI was 
a self-administrated questionnaire administered as a face-to-face interview. The answer for each item was evaluated 
as 0, 1,and 2 points. The lowest point was accepted as ‘‘0’’and the highest point ‘‘54,’’ with a cut off point of 19. If 
a student had 19 points, the student was accepted as at risk of depression based on other studies in Turkey. 
(Hisli,1998; Savasir and et all,1997) University counselling services, teachers and university nurses were informed 
of those students who were identified as depressed or at extreme risk of self-harm, as well as information pertaining 
to and the participants’ referral to psychiatry-related specialized centers. These precautions were performed for the 
protection of participants in terms of ethical standards. 
2.3.2.Pediatric Quality Of Life Questionnaire 
PedsQL was developed by Varni and et all. (1999) to measure the quality of life of children and adolescence  ages 
between  2-18. It  measure the physical, emotional and social  health and also it measure the academic  
affectiveness.  PedsQL  consisted 23 items in the total pshcosocial point that consisted physical, emotional, social  
and academic effectiveness scales’ points. Items can be measured between 0-100. 100 is the highest point of the 
scale.  High scores from the items indicated a higher incidence of quality of life. The alpha coefficient for the 
internal consistency reliability of the items was found to be. 93 for items concerning depression in the present study 
(Varni ve ark. 1999, Eiser ve ark. 2000). 
2.4.Procedures
Groups of students at each   school completed the questionnaires and inventories during a class period. After 
distributing the questionnaires to students at the school, they were informed of how the questionnaires were to be 
filled in and then were requested to make a choice applicable to themselves. The students completed questionnaires 
and inventories in the presence of the researcher. The data collected were self-reported by the students. All subjects 
(390, 100.0%) were told that participation in the investigation was strictly voluntary and that the data collected 
would not be used for anything except for this research study. Those who agreed to participate (344 ) were given the 
questionnaire and inventory to complete. The duration for completing the questionnaire and inventory was between 
30 and 35 minutes per subject.  
2.5.Legal Ethical Consent 
Ethical permission for the study was obtained prior to collecting data by contacting and receiving approval from 
the appropriate dean of the faculties, Participants were assured of the confidentiality of their responses and provided 
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informed verbal consent. Assent was obtained from the students themselves. The students also returned the 
formswhether consent was given or withheld. 
2.6.Statistical Analyses 
The Statistical Package for Social Sciences (SPSS) version16.0 (Chicago, IL) was used to enter and analyze the 
data on a personal computer. Data were evaluated through frequencies, percentages, corellations and regression. 
Linear regresion analysis (stepwise) was used for data analysis. The measure for statistical significance was 
established a priority as p,.05. 
3. Results (Findings) 
Descriptive statistics of Pediatric Quality of Life Questionaire and Beck Depresion Õnventory subscales, 
correlation analysis between the quality of life and   depresion  and regression analysis to examine the predictive 
level of  life quality on depresion level are given below.
Table.1. Means, Standart Deviations of the  PedsQL and the BDI Sub-scales
  N X S 
Physical Health 344 23.95 3.54 
Psychosocial Health 344 33.54 5.21 Pediatric Quality of Life 
Questionaire
(PedsQL) 
Quality of Life Total 344 57.50 6.76 
Negative Emotions by themselves 344 6.52 1.82 
Somatic  Diseases 344 7.14 1.85 
Feeling Guilty 344 5.20 1.22 
Defeat on Performans 344 12.09 2.58 
Depresion Total 344 32.94 6.50 
Beck Depresion Õnventory  
(BDI)
    
   The scores obtained from all sub-scales of the Pediatric Quality of Life Questionaire indicate a positive 
situation. Higher scores  obtained from sub-scales  of the  Beck Depresion Scale represent higher level of  defeat on 
performans, somatic diseas and feeling quilty (Table1). 
3.1Results of Relationship between  Quality of Life and Depresion
Table2.   Correlation between    Depresion  and Quality of Life
Depresion   Physical Health Psychosocial Health 
Defeat on Performans     r               -.021 .451** 
Negative Emotions by themselves     r              .022 .481** 
Somatic  Diseases     r   .157** .403** 
Feeling Guilty     r               .040 .318** 
N=344,p< .05 
Table 2 shows that psychosocial health of quality of life is positively related to  the defeat on performans, 
negative emotions by themselves, somatic disease and feeling quilty subscales of depresion (p<.05). The physical 
health of quality of life is positively related to somatic diseases (p<.05)  
3.2.Results of Predictive level of Quality of Life on Depresion 
Table 3.Results of Regression Analyses of  Quality of life on Depresion
 R R² F ȕ t 
Psychosocial Health   0. 548                   . 300                                146,41 0.54 .000 
P<.01
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       Results given in table 3 show that  psychosocial health on quality of life combined have significant effect on 
depression ( R= 0.548, R²=0.300, F= 146,41 p<0.01). As a whole this model significantly  predicts the depresion. 
Among the specific BDI scales, psychosocial health is (ȕ=0.54) predictor of depression (p >.01). However physical 
health on quality of life have not significant effect on depression. 
4. Discussion
                               
According to the research findings, overall quality life scale scores significantly  predict depresion scores. 
Consistent with previous investigations on  relationship  between depression and  quality of life this study found 
positive correlations between the somatic diseas of depresion  and physical health quality of life.  Research results 
also indicate that   psychosocial health of sub scale of quality of life were the predictors of depression. Accordig to 
this result, it may be stated that  persons with positive psychosocial health  have  more positive characteristics 
comprising with  performans, positive emotions by themselves. In light of these findings . Lewinsohn et al.'s (1994) 
short-term longitudinal study illustrates the importance of distinguishing between psychosocial variables 
differentially associated with formerly depressed, never depressed, concurrently depressed, and at-risk for 
depression adolescents in attempting to understand the origins of this disorder. The finding of the present study 
regarding the effect of sense of coherence on positive affect is supported by the results of most of the research in the 
literature. Although most of that research focuses on the relationship between sense of coherence and variables 
which mainly constitutes negative affect such as demoralization, helplessness, anxiety, depression, (Eriksson, 
Lindström, & Lilja, 2007).Watson, (1988) was reported in one study, that social activity and exercise were more 
strongly related to positive affect whereas perceived stress was highly related to negative affect in the normal 
population.  
    Several important limitations should be considered in interpreting the results of our study. One of the limitations 
of this study was that it was precluding inferences of casuality among variables. The second limitation is the self-
reported nature of the survey.  Finally, the sample of the current study comprised a group of students in just 1 city of 
Turkey, which may limit generalization of the results. Thus, in order to definitively answer this question, a large 
sample containing different high schools in the region or country needs to be conducted. Another limitation is that 
using the BDI is complicated with chronically ill people as several items of the BDI contain physical issues that are 
part of an illness and thus may not necessarily reflect depression. Since this scale was used as a screening test, not a 
definite diagnosis, those who were at the risk of depression were not actually diagnosed with depression. The lack of 
sufficient time as well as an environment in which to conduct the interviews clinically were not available. Thus, 
those students at risk were referred to psychiatry-based specialized centers with the assistance of school counsellors 
and school nurses.  
5. Conclusion and Recommendation 
5.1 Conclusions 
     The research findings showed that, overall quality life scale scores significantly  predict depresion scores.  
5.2 Recommendation 
     I recommend that formal information on depression and positive quality of life be provided to families and 
teachers about depression and its symptoms and that each school’s administration employs a psychologist or 
counselor who may prevent or deal with adolescent’s psychological problems at an early age. 
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